Introduction {#sec0005}
============

The hip joint is inherently stable, which requires significant force to promote its dislocation.[@bib0005] Thus, hip dislocations usually result from high‐energy trauma. Cranio‐cerebral, thoracic and abdominal injuries are commonly associated. Skeletal injuries often associated include fractures of head or femoral neck, femoral shaft, acetabulum and pelvis, as well as knee, ankle and foot injuries and neurological lesions.[@bib0005], [@bib0010]

Previous hip dislocations are uncommon and constitute 12% of traumatic hip dislocations. These injuries may occur in accidents by deceleration, in that the vehicle occupant is with his (her) legs bent, abducted, and externally rotated during impact, as well as in motorcycle accidents in which the legs are often in hyperabduction. The hip position determines the type of anterior dislocation: pubic/superior type when the hip is extended, and obturator/lower type when it is in flexion.[@bib0005], [@bib0010], [@bib0015]

So far, research in databases (Lilacs, Medline, SciELO and Cochrane) revealed ten cases of open anterior hip dislocation reported in the literature,[@bib0020], [@bib0025], [@bib0030], [@bib0035], [@bib0040], [@bib0045], [@bib0050], [@bib0055], [@bib0060], [@bib0065] six of them in children between five and 11 years, one in a teenager aged 15 years, and three in adults. Because of the rarity and the potential incapacity resulting from that injury, we describe this case.

Case report {#sec0010}
===========

Male patient, 46 years old, victim of an automobile accident, was ejected from the vehicle. He was admitted in our hospital about an hour after the injury, brought by the rescue team.

On examination, the following were observed: he was conscious and hemodynamically stable; with a wound of about 10 cm on the left inguinal region, cross position, with exposure of the left femoral head; hip in extension, abduction and external rotation ([Fig. 1](#fig0005){ref-type="fig"}); distal pulses present and, apparently, no signs of neurological impairment in the affected limb.

The initial radiographs revealed high anterior dislocation of left hip ([Fig. 2](#fig0010){ref-type="fig"}) and fracture of the left clavicle; no visceral injury was detected.

The patient was sent to the operating room two hours after admission. A lesion of the proximal rectus femoris muscle was viewed. Cleaning and debridement of the wound were made; the joint reduction was done by traction and internal rotation, without difficulties. Clinical and radiographic evaluation revealed a stable reduction ([Fig. 3](#fig0015){ref-type="fig"}). The wound was closed with introduction of broad‐spectrum antibiotics for 72 h. Wound healing without need for further debridement occurred.

The post‐reduction computed tomography (CT) demonstrated joint congruence and great trochanter fracture without deviation, treated conservatively ([Fig. 4](#fig0020){ref-type="fig"}). The patient was kept without loading for six weeks, followed by progressive load, with full load after 10 weeks.

After one year of follow‐up, the functional outcome was poor (Harris Hip Score: 52 points) with limited range of motion of the hip (flexion 90°, extension 20°, abduction 20°, adduction 10°, internal rotation 10°, external rotation 30°) and without neurological deficit. Radiographs and magnetic resonance imaging (MRI) showed no signs of necrosis of the femoral head until the last follow‐up. MRI showed a lesion of the anterosuperior portion of the labrum, associated with thickening of the tendon of the rectus femoris muscle ([Fig. 5](#fig0025){ref-type="fig"}).

Discussion {#sec0015}
==========

Anterior traumatic hip dislocation is a rare injury. The injury is classified according to the position taken by the femoral head: pubic (high) and obturator (low).[@bib0010] Biomechanical studies on cadavers have shown that extension, abduction and external rotation of the hip produces pubic dislocation with the femoral head positioned in front of the horizontal ramus of the pubis, with possibility of laceration of pectineus and iliopsoas muscles and of injury to the neurovascular bundle. On the other hand, flexion, abduction and external rotation of the hip produce dislocation of obturator type, in which the femoral head is held against the anterolateral margin of the obturator foramen, causing an indentation fracture in the anterosuperior aspect of the femoral head, without injury to the iliofemoral ligament.[@bib0005], [@bib0015], [@bib0070]

Radiographically, the high dislocation can be confused with posterior displacement in the AP view of the pelvis, as the femoral head is located above the acetabulum. The observation of the lesser trochanter helps to distinguish between these two types. In anterosuperior dislocation, the hip is in external rotation and the lesser trochanter is prominent; in posterior dislocation, the femur is internally rotated, with the trochanter less prominent or obscured.[@bib0015]

The reduction is accomplished by traction and countertraction. In the case of superior displacement, the traction is done till the femoral head is leveled with the acetabulum, and then a smooth internal rotation is applied.[@bib0005]

CT is useful in operative planning, required in cases of concomitant fractures, irreducible dislocation or incongruent reduction. Location, size and number of free intra‐articular fragments are outlined, which allows an accurate preoperative planning.[@bib0005]

Studies indicate that MRI is not consistent in predicting the occurrence of avascular necrosis and, therefore, in determining whether the early liberation of weight is a risk factor for femoral head collapse. In reduced hips, the rate of osteonecrosis of the femoral head is higher after six hours of injury. So, in these cases it may be reasonable to delay the liberation of total weight for eight to 12 weeks. In cases with reduction in the first six hours, the treatment includes a short rest period (two weeks), followed by progressive mobilization and loading. Continuous passive motion is desirable, to avoid intra‐articular formation of adhesions and arthrosis. Extremes of motion must be avoided for six to eight weeks, to allow capsular healing.[@bib0005]

Arthrosis is one of the most common complications, most frequently in cases of posterior *versus* anterior dislocation. The association with fractures of the femoral head can cause arthritis in 50% of patients.[@bib0005]

In cases of closed anterior dislocation, the risk of avascular necrosis varies from 1.7% to 40% in different series.[@bib0005] In the case of open dislocations, there was osteonecrosis of femoral head in five of nine cases (of the ten cases previously described in the literature, one case of death in the immediate postoperative period was excluded). Of these five cases, three were associated with deep infection.[@bib0020], [@bib0025], [@bib0030], [@bib0035], [@bib0040], [@bib0045], [@bib0050], [@bib0055], [@bib0060], [@bib0065]

Despite the absence of osteonecrosis of the femoral head and infection, the related case evolved to a poor clinical outcome, probably because of the associated labral lesion. Therefore, the degree of contamination, the delay in reducing the lesion and the associated soft tissue injuries are key factors in the treatment and prognosis of open anterior dislocations of the hip.[@bib0020], [@bib0025], [@bib0035], [@bib0040], [@bib0055], [@bib0060]
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![Appearance of wound at the root of the left thigh, exposing the femoral head.](gr1){#fig0005}

![AP radiograph of the pelvis demonstrating anterosuperior dislocation of the left hip, with prominence of the lesser trochanter.](gr2){#fig0010}

![Postreduction radiograph showing left hip joint congruency.](gr3){#fig0015}

![Postreduction CT showing fracture of left greater trochanter.](gr4){#fig0020}

![MRI showed no signs of osteonecrosis of femoral head; visualization of lesion of the anterior superior portion of the acetabular labrum.](gr5){#fig0025}
